having been due to cellulitis of the leg and pyaemia. Still, he had thought it right to bring the facts forward.
With reference to the question of Mr. H. J. Davis, Dr. Watson-Williams considered it was better if possible to postpone operations on a deflected septum, which, except in extreme deformity, did not prevent removal of the anterior ethmoidal cells and entry to the frontal sinus.
Mr. Hope was mistaken in saying that he (Dr. Watson-Williams) had spoken of 9 mm. space as usual and pointed out that 6 mm. was the maximum, often only 4 mm. was safely available.
Mr. HERBERT TILLEY, in reply, said he joined issue with Sir StClair Thomson as to the specimen he had shown; if the cells were removed, which had been referred to in the opening papers, one could drain the fronto-ethmoidal cell in the specimen, which Sir StClair Thomson said could only be attacked by the external operation. In answer to-Dr. Peters's question as to polypi in the sinus, he had referred to the treatment of this condition in his paper. When there was polypoid degeneration in a sinus, by irrigating and injecting warm air, and then injecting iodine or nitrate of silver, one reduced the villous condition of the mucous membrane, and little was secreted except clear mucus.
Dr. Donelan said the operator did not know where he was when operating by the intranasal method, but his (the speaker's) reply was, that he knew where he was if he set out to measter the anatomy of the parts and worked in the way which had been described in the opening paper. By removing the anterior cells one found oneself in a large cavity (the frontal sinus), and free drainage was provided from the lower end of that cavity. If there was much bleeding, and one put in strips of gauze moistened with cocaine and adrenalin, it was surprising how much one could see.
In answer to Mr. Hope, he did not bother about the depth of the sinus in the intranasal operation. On the contrary, with the external operation one would have a deep sinus and scar, and possibly a dead space, which could not be obliterated. In that kind of case the intranasal operation was a great advantage. The external operation implied disfigurement, and some six weeks' treatment, with dressing every day. These considerations had done much to determine his preference for the interior operation. Two days ago in London he operated upon a man by the intranasal method; he had double frontal sinus suppuration. That day he went to wash hinm out, and he asked whether he could go out within the week (three days after the operation) as he had now no headaches. Such an event was unthinkable with the old operation.
With regard to Mr. Low's combined operation, he had had no experience of it.
Concerning the danger of the intranasal operation suggested by Dr. Cathcart, unfortunate cases were sure to be heard of. but the intending operator by this method should be well up in the anatomy of the part, and practise the operation on a few skulls first.
With reference to necrosis of the frontal sinus walls, for two years he had not had such a case, and in such an event it would be recognizable by external symptoms. If such were present he would do the external operation, or for ocular or meningeal symptoms, or the escape of pus into the orbit. He thought that the imlajority of cases of chronic frontal sinus suppuration with polypi in the nose would be satisfactorily dealt with in the future by the intranasal nmethod, while a minority would have to be treated by the external operation-i.e., a reversal of the old procedure.
